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‘SCHEME FOR INTERNAL ADMINISTRATION IN RELATION TO 
A REGIONAL PLAN 


From what has been said certain points emerge. The defects 
of the municipal system of internal administration of hospitals 
are that much of it is carried out by a central authority remote 
in space, and often also in sympathy, from the individual 
hospital, and that it places too much administrative work and 
power in the hands of the superintendent, so that insufficient 
executive responsibility is given to the other members of the 
medical staff. The defect of the voluntary system of internal 
administration is that the control of medical matters is in the 
hands of men whose primary concern is with private rather than 
hospital practice. In the future there will be a need for medical 
administrators of hospitals. Taking now a “non-teaching ” 
hospital of about 500 beds acting as a “key” hospital to a 
district, and assuming that the income of the hospital is assured 


‘either through the municipal authority or by contributory 


schemes or grants in aid, we may outline a scheme for its 
internal administration. 

Full executive power for the internal administration of the 
hospital and for the spending of the block grant would be in 
the hands of the medical committee. It is suggested that the 
medical committee of the “ key ” hospital should consist of : 


The medical officers in charge of the departments of medicine, 
surgery, obstetrics and gynaecology, and paediatrics .. 4 
The medical officer in charge of any special department suffi- 
ciently large to occupy him whole time at the particular 
hospital (e.g., radiotherapy, radium treatment, and diagnostic 
radiology) 1) 
One representative of the special departments related to medicine . 
which are not sufficiently large to occupy the whole time of a 
senior medical officer (e.g., psychiatry, dermatology) .. 1 
One representative of the special departments related to surgery 
which are not sufficiently large to occupy the whole time of a 
senior medical officer (e.g., ophthalmology, oto-rhino- 


laryngology) . | 
The medical peer in charge of the department of ‘pathology ne | 
One representative for every four of the smaller hospitals 

(“ cottage hospitals *’) affiliated to the “ key hospital. . 


Two representatives of the part-time specialists in medicine, 
surgery, obstetrics and gynaecology, and paediatrics attached 
to the hospital who are also engaged in private practice. . ; 

The medical officer of health to the district. . 

A representative of the District or a Hospital Committee. . 

The medical administrator 
It has been suggested that the atid niiidebinniee, while 

being a full member of the medical committee, should ex officio 

be secretary to the committee. He should be debarred from 
being chairman. The medical committee would elect a chairman 


KD 


-annually ; he would also act as their representative in public 


matters. The chairman should be eligible for re-election 
annually. He would also have certain executive powers, such 
as the sanctioning of expenditure up to a specified amount in an 
emergency. 

The department of medicine may be taken to illustrate the 
organization of a clinical department. In a hospital of 500 beds 
about 200 of them would be for medical cases, and in the type 
of hospital under consideration these would not include the 
infirm. At the head would be the physician in charge or the 
director—a whole-time salaried officer in control of the wards 
and out-patient department. Immediately under him would be 
his deputy—also a man who had chosen a whole-time career 
in the hospital services. Six assistants would be required: four 
house-physicians and two of the seniority of present-day regis- 
trars. These juniors would also be on a whole-time salary, but 
they would not at this stage necessarily have decided to continue 


in whole-time service. Attached to the department would be 
two part-time medical specialists giving half their time to private 
and half to hospital practice, for which they would be paid 
about £500 a year. The physician in charge would allocate 
about 30 beds to each half-time specialist, who would have 
full discretion and responsibility with regard to the management 
of the cases. Part-time clinical assistants drawn from the ranks 
of general practitioners and paid a smaller salary would be 
employed in the out-patient department. 


The Staffing of the Smaller Hospitals 

The smaller hospitals of the future would comprise those of 
20 to 100 beds, now represented by the cottage hospitals or 
institutions developed from them. The standard of medical 
practice in many of these falls far short of the best that is avail- 
able elsewhere. This is mainly because the medical staff attempt 
work beyond their competence. Therefore either the standard 
of special skill of the medical staffs must be raised or the types 
of case treated must be limited to those within the competence 
of the staff. If a regional hospital service is to come into being, 
then the latter alternative is to be preferred, at least at the incep- 
tion of the service. In the regional scheme these small hospitals 
are to be.affiliated to central “ key ” hospitals, and the interests 
of the patient and economy of specialist staff and hospital 
facilities will be best promoted by transferring the more difficult 
cases to the central hospital. If this is allowed then the staffing 
can be designed accordingly. 

The first question is whether (1) all the general practitioners 
of a district or (2) only a selected few shall have the right to 
treat patients in the small hospital, or (3) whether the medical 
staffing of the hospital shall be entirely by specialists. The 
advantage of (1) is that it secures the co-operation of all the 
practitioners of the district, and avoids the risk of local 
jealousies preventing the full use of the hospital; the dis- 
advantage is that it provides a medical staff of uneven pro- 
ficiency. The staffing by selected local general practitioners 
both ensures a higher standard of efficiency and preserves 
a local interest in the hospital; the disadvantage is that 
invidious distinctions are made between fellow practitioners. 
Staffing the hospital entirely by specialists provides the 
highest standard of medical efficiency; but it debars the 
local practitioner from treating cases of relatively serious 
illness under proper conditions, and cases will tend to be kept 
in these small hospitals for the treatment of which there are 
better facilities at the “ key ” hospital. 

It is probably only in the case of the well-to-do patient that 
cases of serious illness can be satisfactorily nursed and managed 
at home. For the poor and relatively poor the facilities of a 
hospital are much superior to those available in their homes, 
and with the increasing complexity of medical treatment the 
advantages of institutional care will become increasingly obvious. 
An ideal solution of this problem would be one that provided a 
small hospital of 20 beds for every 10,000 of the population. 
Such a hospital would have full facilities for the treatment and 
diagnosis of “ out-patients,”.and the six to eight general practi- 
tioners serving this population would be encouraged to establish 
their “* surgeries ” in the hospital building. Although such a 
scheme is not possible now, the present scheme of “cottage 
hospitals” could be so altered as to make for its ultimate 
realization. It is therefore worth while seeing how such an ideal 
scheme would be staffed and how its elements could be put into 
practice now. 

All the general practitioners of a district should have the 
right to be. on the staf{ of the hospital. They should be 
encouraged to conduct their practice from the “ out-patient” 
department, where they would have full use of the hospital 


facilities for diagnosis and treatment. When a patient —— 
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hospital treatment he would be admitted to the wards under the 
care of his own general practitioner. Appointed specialists 
would visit the wards once or twice a week and consult with the 
general practitioner on the cases, such consultation being 
obligatory. The specialist would have power to recommend the 
removal of a patient to the “ key ” hospital. He would also be 
available for consultations on “ out-patients ” and for treatment 
of emergencies. 

Such a scheme would have advantages for both patient and 
general practitioner. The patient would be assured of efficient 
hospital treatment under his own “ family doctor” ; the general 
practitioner would have better facilities for treatment, and, by 
continued contact with the best medical practice, would increase 
his professional proficiency. Such a scheme could be put into 
operation now in a small country town provided with a cottage 
hospital containing about 20 beds and serving a population of 
10,000 persons. Facilities for treating in-patients could be 
made available to the general practitioners of the district 
at once, and facilities for treating ‘ out-patients” gradually 
developed. The hospital of 100 or so beds serving a larger 
population presents greater difficulties. Perhaps the best solu- 
tion would be to allocate a proportion of the beds to the care 
of specialists in the hospital service and to allow the general 
practitioners of the district to treat cases in the remainder. The 
specialists would care for the special cases and would consult 
with the general practitioners on the others. The policy with 
regard to hospitals of more than 100 beds would be either to 
scale them down to 100 beds or to develop them into “ key ” 
hospitals. (The teaching hospitals will not be considered here.) 

THE CAREER IN THE HOSPITAL SERVICE 
Promotion of the Medical Personnel 

Considerations of promotion necessarily raise the question of 
the system for making appointments, but it will be more con- 
venient to consider first the system of promotion within the 
hospital's service and to trace the career of a man from quali- 
fying to becoming the head of a medical department in a “ key ” 
hospital. 

Compulsory “house appointments” for the newly qualified 
is one of the most needed reforms in medicine. A scheme 
which would integrate well with a regional hospitals system is 
one whereby the student at the end of his clinical course could 
take the university examination qualifying him to hold resident 
appointments in the hospital service. After a year of such 
appointments he would be eligible to sit for a State examina- 
tion qualifying him to practise medicine in an independent 
capacity and to compete for higher appointments. 

The teaching hospital is envisaged as the professional centre 
of the regional hospitals system, and its students would supply 
the “housemen” for the system. They would have obtained 
the university degree qualifying them to practise in hospital and 
would be eligible for house appointments in the “key” 
hospitals. Any house appointments to the smaller hospitals 
with part-time staff should preferably be restricted to candi- 
dates with the State qualification for independent practice. 
Having obtained the State qualification the young medical officer 
would apply for a registrarship. If successful he would hold 
the post. for two or three years, and during this period 
take any higher qualifications required. The registrarship might 
be held either at the teaching hospital or at any “ key ” hospital 
in the region. On completion of his registrarship a man would 
have several courses open to him, and he would now be more 
exposed to competition with candidates from other regions. If 
academically minded he could apply for an assistant physician’s 
post at the teaching hospital; if not, for the post of deputy 
medical officer to a department in one of the smaller “ key ” 
hospitals. In the latter case he might successively compete for 
deputy medical officers’ posts in larger hospitals, until he became 
chie. medical officer in a particular department of a “key” 
hospital. He might, however, take a post in which, while still 
whole time in the hospital service, he would act as part-time 
specialist to a number of small hospitals. The division between 
the different careers would not, of course, be rigid, and medical 
officers would be free to follow their inclination. At any time 
after holding a registrarship a man would be free to take a 
part-time specialist appointment and devote the rest of his time 
to private practice. Similarly, a man in part-time private 
practice or in general practice could compete at any time for 
a suitable whole-time post. 


It will be seen that the orientation of such a scheme of pro- 


motion is not towards a particular hospital but to a particular 
region. This scheme opens up wide possibilities of promotion 
and encourages the habit of thinking in terms of the medical 
needs of a district rather than in terms of the wards of one 
hospital. 

Appointments to Hospital Staffs 

If we accept that the success of any hospital system ultimately 
depends upon the efficiency of its medical personnel, then a 
proper system of making staff appointments is of fundamental 
importance. Unless the appointing body is both disinterested 
and competent there are two main reasons why the most suitable 
candidates may fail to obtain a particular post: the first is the 
excessive influence of local knowledge: the second is that the 
selecting body is so constituted as to be unable to assess the 
merits of the candidates. With regard to the first, if hospitals 
are to be organized on a regional basis then appointments to 
them must be made by the regional authority. If this is not 
accepted, and if every local authority has the right to choose 
its own staff, then local interests and standards will predominate 
over regional ones. Standards of competence in the different 
hospitals would therefore vary widely, and in the end this would 
nullify the regional hospital system. With regard to the second 
danger, it cannot seriously be questioned that the only body 
competent to assess the professional efficiency of medical candi- 
dates is a body composed of medical men. 

Appointments to a regional hospital scheme would be made 
through two committees. The first would be a selection com- 
mittee of medical men charged with the task of selecting and 
placing in order of professional merit a small number, perhaps 
four, of the applicants for the post; in most cases the com- 
mittee should be expected to make a definite recommendation. 
The actual appointment should be made by the Regional Com- 
mittee from the short list submitted. It should not have the 
power to select a candidate whose name was not on this list, and 
if it could not accept the medical selection committee's recom- 
mendation the matter should be referred back to the medical 
body for reconsideration. This scheme would be for appoint- 
ments to all posts, whole or part time, senior to that of 
registrar, save in the teaching hospital. Appointments to whole- 
time posts of the status of registrar and of house officer should 
be made by the particular hospital committee, to whom the 
teaching hospital committee would supply the necessary informa- 
tion. Part-time clinical assistants should be appointed by the 
hospital medical committee on the recommendation of the head 
of the department concerned. All posts should be advertised, 
and those above the rank. of house officer should be open to 
candidates from other regions. 


Pensions 

The scheme of hospital staffing outlined above envisages the 
creation of a large number of whole-time posts. I cannot 
discuss here the reasons why all whole-time salaried services 
have found it necessary to institute a pensions system, but a 
pensions system is necessary, in the interests not only of the 
personnel but also of the service. A mechanism must be pro- 
vided for the removal of medical officers whose efficiency has 
waned. Most men shrink from compulsorily retiring the 
incumbent of a post if by so doing they deprive him of his 
livelihood. If a service is to be efficient the incompetent must 
be weeded out. 

Conclusions 

The success of any scheme of medical services depends ulti- 
mately on the efficiency of its medical personnel, and to 
promote this the organization should provide every incentive to 
the development of professional efficiency. This development 
requires both opportunity and enthusiasm. Opportunity is pro- 
vided by making available full careers in clinical medicine ; 
enthusiasm becomes possible when free scope is given to 
initiative. An organization of medical services embodying 
these provisions is assured of success; an organization which 
neglects them is foredoomed to failure. 


The Home Office announces that Dr. Purser Davies and Dr. A. P. 
Procter are no longer authorized as duly qualified medical men to 
be in possession of and to supply dangerous drugs or to give prescrip- 
tions containing such drugs. The Home Office also announces that 
it has withdrawn the notice about Dr. W. G. R. Morris, who is now 
an authorized person for the purposes of the Dangerous Drugs Acts. 
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B.M.A. DISCUSSES PUBLIC HEALTH 


The first meeting of the Public Health Committee of the B.M.A. 
since the outbreak of war was held on February 26, when there 
was an attendance of ten members. Prof. R. M. F. Picken was 
unanimously re-elected to the chair. A meeting of an executive 
committee was, however, held in August, 1940, and a report of 
its work was submitted. Most of the matters were now ancient 
history, but one of them was thought to call for further action 
—namely, compensation of public health officers for injuries 
sustained while engaged in civil defence duties. The question 
arose out of the experience of one medical officer who, 
during an air-raid warning, set out at night for the district 
control room and was in a rather bad car smash, sustaining 
personal injuries. On inquiry at the Ministry of Home 
Security he was told that as he was an employee of the local 
authority and entitled to superannuation no other provision for 
compensation was available. No superannuation allowance, 
however, is payable to an officer with less than ten years’ service. 
It was decided to raise the matter with the Medical Members 
Committee of the House of Commons with a view to approach- 
ing the Ministry of Home Security. 


Salaries of District Medical Officers 


The committee approved the action of its chairman in agreeing 
to the Council proceeding at once to try and secure a wartime 
increase in the salaries of district medical officers in view of the 
burden of additional work upon them and the increase in 
practice expenses. The same applies to a wartime percentage 
increase in the fees of public vaccinators. A letter on these 
subjects has already been sent by the Association to county and 
county borough councils, and a communication to Divisions and 
Branches asking them to supplement the Association’s letter by 
local representations. 

On the general subject of a wartime increase in the remunera- 
tion of whole-time and part-time public health officers some 
discussion took place. It was agreed to consult with the Society 
of Medical Officers of Health on this matter. 


Nursing Quarantine 


The Private Nurses Section of the Royal College of Nursing 
has been making some recommendations on the observance of 
quarantine by private nurses, from the point of view of fees to 
be paid during the quarantine period. and the Association's 
opinion was sought on the subject. The committee endorsed 
the view expressed by its chairman that in the case of a woman 
of the age of a trained nurse who had presumably been exposed 
throughout her career to the commoner infections, there should 
be no need of a quarantine based on the period of incubation. 
A sufficient time—perhaps three days—should be allowed her to 
have her clothing and effects disinfected, but with this proviso, 
that where there were means of ascertaining whether the carrier 
stage exists or not, as in diphtheria and streptococcal infections, 
such means should be adopted. It was appreciated that this 
was a difficult epidemiological problem, but opinion has changed 
of recent years, and it is necessary to remember that this matter 
concerns adults, not a susceptible section of the population. 


Notification of Scabies 


The resolution of the Conference of Home Divisions asking 
the Ministry of Health to confer upon local authorities the 
power and duty to prevent the spread of scabies came forward, 
together with the recent Scabies Order of the Ministry. In this 
connexion it was pointed out in a letter from a Division 
secretary that there was no provision in the Order for payment 
to doctors for notifying scabies. The view of the majority of 
the committee was that notification was not at present likely 
to be useful; that the essential thing was to get on with the 
treatment of scabies by the provision of treatment centres in 
sufficient numbers. The chairman remarked that scabies was 
probably more difficult to diagnose straight away than any 
other communicable disease, especially if it was complicated 
by impetigo. The difficulty applied specially to households in 
which there were no school children, with no opportunity for 
getting at the infection through the school service. There was 
general assent to the proposition that where the services of 
members of the medical profession were employed they should 
be paid for. 


Use of Anaesthetics by Midwives 


An echo of the refusal by the Annual Representative Meeting, 
1939, to amend the Association’s policy regarding the adminis- 
tration of anaesthetics and analgesics by midwives under certain 
special conditions was heard in some correspondence on the 
subject which was laid before the committee. The latter felt 
that conditions had now changed sufficiently to warrant the 
reopening of the subject—for example, at the time there was 
little experience of the approved apparatus, but it was now in 
general use. It was considered, however, that this was primarily 
a matter for the General Practice Committee, to which it was 
passed on with the opinion that the subject should be raised 
again at the Annual Representative Meeting in September next. 


Medical Members of Local Authorities 


It was arranged that the disqualification of medical practi- 
tioners for membership of local authorities if they held any 
paid office under the authority (including participation in the 
“free choice” public assistance domiciliary medical service) 
should be discussed with the Ministry. This matter might, it 
was felt, become even more important with changes in medical 
services—for example, the transference of insurance medical 
work to local authorities, which would mean, as things stand 
at present, that no insurance practitioner would be allowed 
to sit on his local council. 

Another matter, this time affecting public health officers, con- 
cerned the procedure for appointments to the public health 
service. It was alleged that occasionally advertisements of 
vacancies were only inserted as a matter of form, and that the 
appointing body had already determined on its nomination. It 
was agreed to draw the attention of the Medical Planning 
Commission to the whole matter. 


Laboratory Diagnosis of Infectious Disease 


The committee had before it a letter sent out by a county 
medical officer to local practitioners advising that “ any case of 
pyrexia of more than three days’ duration for which a cause 
has not been found should be suspected of being enteric fever 
and investigated accordingly.” It was decided to draw the 
attention of the medical officer concerned to the view of the 
committee that such a regulation would be quite impracticable 
for general practitioners to carry out, and to suggest that its 
publication in this form might have unfortunate legal reper- 
cussions. 


Correspondence 


A Whole-time State Medical Service 


[The following letter was received from Sir Henry Brackenbury 
two days before his death.| 


Sir,—Prof. Ryle’s article in the Supplement (Feb. 21) demands 
serious attention and comment. In my view, and in the view 
of others who have written me and who have asked me to 
write, it is the best pronouncement that has yet been made on 
behalf of those who do not object to the complete regimentation 
of the profession, and who attach but little importance to the 
desire of individuals or of families to have their * own” doctor. 
Yet it fails to convince on several counts. 

It exaggerates both the extent and the depth of the short- 
comings of medical practice in its various branches, and declares, 
without the production of any evidence, that this is progressively 
deteriorating. I do not believe this. I think that the medical 
profession to-day is serving the public at least as well as it has 
ever done. It is further assumed, without any attempt at proof, 
that these shortcomings are such as can be eradicated only by 
a revolutionary change in the traditions, organization, and 
methods of the profession ; whereas the contention that has to 
be met is that the real and admitted defects can be successfully 
countered and eliminated by other means which involve much 
less radical alterations. 

If Prof. Ryle should quite fairly ask me what are these other 
means, I would reply that they have frequently been set out in 
some detail, but that | myself would place them under four main 
heads: (1) A raising of the standard of general education for 
entrance on professional study, some considerable improve- 
ments in the medical curriculum, and a stronger enforcement 
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of its requirements by the G.M.C. (2) The discouragement of 
single-handed general practice and the strong encouragement of 
practice by small groups of practitioners, either in actual 
partnership or under a definite written agreement. (3) The 
requirement of satisfactory evidence of postgraduate study or 
instruction at, say, quinquennial intervals during the fifteen or 
twenty years subsequent to registration. (4) A larger and more 
easily available provision of a domestic nursing service, of 
pathological and radiological facilities, and of institutional 
accommodation. 

The article fails to deal with the principal and formidable 
objections that are urged against a State Medical Service or any 
attempt to remodel the medical profession on the lines of a 
Civil Service. These may be stated as follows: (1) That it would 
inevitably alter the relationship of patient and doctor, and 
would tend to change the atmosphere of the consulting room 
from that of a purely personal sympathetic interview to that 
of an official examination with a lessening of individual respon- 
sibility, this being necessarily shared with a number of others. 
(2) That, especially in their later years, there would tend to 
develop in many members of the service an inclination to rest 
on their oars, to adopt routine methods, to avoid decisions with 
a view to these being taken by others, and even to postpone the 
consideration of important problems in the hope that this might 
become a matter for their successors. (3) That in so far as there 
are evils in competition by doubtful or unworthy methods, it 
would merely substitute for competition for patients, compe- 
tition for the notice or favour of superior officers, of committees, 
or of influential persons, and that the deleterious effects of the 
latter are much greater than those of the former. (4) That, all 
practitioners being members of the service, doctors would be 
largely or entirely deprived of that influence in the community, 
local or national, which they now enjoy, and would be debarred 
from taking that part in social and administrative affairs for 
which they are so well qualified and in which many are actively 
engaged. 

The article does nothing to elucidate the major problems of 
administration which immediately arise. Such, for example, are 
the meticulous calculation that would be necessary of the 
number of persons permitted to enter on the medical curriculum 
or to be allowed to obtain a professional qualification, the not 
infrequent removal of members of the service from one part 
of the country to another, the extent of the authority and super- 
vision of one part of the hierarchy over another in its profes- 
sional judgments, or the constitution of the so-called health 
centres. As regards these, though I agree with Prof. Ryle in 
believing that they can be run satisfactorily only by whole-time 
or part-time officials, in spite of all the talk and much vague 
approval, we have not yet begun to envisage any agreed, accept- 
able, or practicable scheme for their establishment, governance, 
staffing, or exact functions. In this paragraph, of course, I am 
considering mainly the completed service as set out by Prof. 
Ryle, not its intermediate stages. 

I see no objection in principle to the buying and selling of 
goodwill and introduction to practices. These are things of 
value as in other walks of life. If there are rogues among the 
sellers they should easily be detected. If difficulties arise from 
the inexperience or unwisdom of buyers, safeguards can be 
established and the effects mitigated. If sheer lack of cash is 
the obstacle the position can often be met or ameliorated by 
a helpful attitude and reasonable accommodation. In any case, 
youthful struggles, if they be not too pronounced, are not among 
the least valuable of life’s assets—I am, etc., 


Henry B. BRACKENBURY. 


State Medical Service 

Sir,—I would suggest that Prof. Ryle makes further inquiries 
regarding the medical services of the Scandinavian countries, 
the excellence of which is admitted by all who have visited 
these countries. Some physicians, surgeons, obstetricians, and 
general practitioners are whole-time servants of the State, 
county, or province ; but numbers—I cannot give any figures 
nor can I under present conditions obtain them from my friends 
in Scandinavia—engage in private practice. Those permitted 
by their appointments to engage in private practice are paid 
small salaries because of the incomes they earn in private 
practice. Quite large incomes are earned by specialists and 
general practitioners in cities—e.g., Stockholm. 


Then Prof. Ryle refers to doctors competing “for profit 
(however small that profit may be) over things of such moment 
to the nation as the sickness and health-preservation of its 
individual citizens.” What a travesty of the truth! What an 
insult to the great physicians, surgeons, and family doctors of 
the past and present! By competition among doctors efficiency 
in medical and surgical practice is raised and the public is 
benefited. No doctor can secure and retain his practice unless 
he is a competent physician, surgeon, obstetrician, or general 
practitioner. Further, in my experience, the most competent 
get to the top of their profession, as pertains in every walk of 
life—again to the advantage of the public. Kill that competi- 
tive spirit and you establish mediocrity, and then follow slack- 
ness and indifference. 

The large clinics Prof. Ryle envisages were described, in 


‘fuller detail even than he has given, over ten years ago. There 


is much to be said in favour of these central clinics. 
Practitioners are naturally anxious and nervous regarding the 
future. I would advise all sections of the medical profession, 
however, to think twice—indeed many times—before giving 
their support to “a whole-time service ”—that solution of 
existing conditions (admittedly unsatisfactory) is just too simple! 
Is it not possible to build up an efficient domestic and institu- 
tional service by modifications and adjustments in National 
Health Insurance and in hospitals and clinics? Additional 
institutional beds for all types of medical, surgical, and ob- 
stetrical cases was the clamant need before the war; for the 
moment it is impossible to remedy this defect.—I am, etc., 


Canterbury. J. M. Munro KERR. 


BRITISH MEDICAL ASSOCIATION 
Leicestershire and Rutland Branch 

Notice is hereby given by the Council of the Association to all 
concerned that it is proposed to redesignate the Leicester and 
Rutland Branch the “ Leicestershire and Rutland Branch.’ Any 
member affected by this proposal and objecting thereto is requested 
to write to the Secretary of the Association not later than April 25, 
stating the objection and the ground therefor. 


; West Herts Division 

Notice is hereby given by the Council of the Association to all 
concerned that it is proposed to redesignate the Watford Division the 
““ West Herts Division.””’ Any member affected by this proposal and 
objecting thereto is requested to write to the Secretary of the 
Association not later than April 25, stating the objection and the 
ground therefor. 

G. C. ANDERSON, 


March 28, 1942. Secretary. 


Branch and Division Meetings to be Held 
NEWCASTLE-UPON-TYNE DIvVISION.—At 7, Windsor Terrace, Newcastle-upon- 
Tyne, Tues., March 31, 8.30 p.m., general meeting of all medical practitioners 
in area of Division. 
NortuH STAFFORDSHIRE Diviston.—At North Staffs. Royal Infirmary, Thurs., 
April 2, 2.30 p.m. Prof. P. C. Cloake and Mr. W. H. Sweet: Treatment of 
Head and Spinal Injuries. All medical practitioners are invited to attend. 


POSTGRADUATE NEWS 
The Fellowship of Medicine announces the following courses: (1) 
clinical orthopaedic course for Final F.R.C.S. candidates, Royal 
National Orthopaedic Hospital, 2 p.m., Sats., April 11 to May 2; (2) 


- anaesthetic revision course, April 7 to May 1; lectures, 5 p.m. daily, 


Medical Society of London, practical demonstrations daily at various 
London hospitals. 
WEEKLY: POSTGRADUATE DIARY 
FELLOWSHIP OF MEDICINE, 1, Wimpole Street, W.—St. Mary Islington Hos- 
pital: Wed., 2 p.m., Final F.R.C.S. Clinical Course. National Heart 
Hospital : Tues. & Wed., 10 a.m., Out-patient Clinics. 
DIARY OF SOCIETIES AND LECTURES 
Roya SocrETy OF MEDICINE.—Wed., 2.30 p.m., Section of History of Medicine. 
_Wed., 4.30 p.m., Section of Surgery. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements under this head is 10s. 6d. This amount 
should be forwarded with the notice, authenticated with the name and address 
of the sender, and should reach the Advertisement Manager not later than first 
post Monday morning to ensure insertion in the current issue. 
BIRTHS 
O’DonNELL.—On Jan. 16. 1942, at Galway, to Moya (née Dillon), M.B., B.Ch., 
wife of Dr. Michael O’Donnell, a son. 
ROSENFIELD.—On March 10, at St. Mary’s Nursing Home, Nottingham, to 
Phyllis M. P. (née Stokes, Sherwood House, Aslockton, Nottingham) and 
Julius L. Rosenfield, Capt., R.A.M.C., the gift of a son. 


MARRIAGE 
BROOMHALL—CHURCHILL.—On Jan. 2, 1942, at Nanpu, West China, Alfred 
James Broomhall, M.R.C.S., L.R.C.P., younger son of Dr. and Mrs. Broom- 
hall, Redlynch, Salisbury. to Theodora Janet, daughter of Dr. and Mrs. 
Churchill, Broxbourne, Herts. : 
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